
2019 Open Enrollment Benchmark (Low Deductible) Enrollment Package 
 
IT IS IMPORTANT THAT YOU READ ALL INSTRUCTIONS 
 
YOU MUST CALL HUMAN RESOURCES TO SCHEDULE AN APPOINTMENT TO 
TURN IN THIS PACKET – (781) 431-1019 x2244 
 
Use this enrollment packet if you want to: 
 

 Sign up for new coverage 

 Change existing coverage 

 Designate Flexible Spending Account amounts for medical and/or dependent care 

 Add/Delete dependents or spouse 
 
Read the following before proceeding: 
 

 This entire package must be turned in to Human Resources by appointment only by the Open 
Enrollment deadline 

 You must indicate an action for each insurance by checking one of the boxes and then completing the 
corresponding form 

 Forms must be fully completed 

 Incomplete forms will not be able to be processed  

 No extensions or exceptions will be granted for incomplete forms that are turned in 
 
If you are adding a spouse or dependent to any insurance: 
 

 You must include the social security number if it is required on the form 

 The addition of the spouse requires a copy of the marriage certificate to be included with this packet at 
the time it is turned in 

 The addition of a dependent requires a copy of the birth certificate to be included with this packet at the 
time it is turned in 

 Please staple or attach copies of any marriage and/or birth certificates to the last page of this packet 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Health Insurance 
 
The following forms are for the low deductible, or Benchmark, plans for Fallon Select, Fallon Direct, Tufts, 
Harvard Pilgrim and Blue Cross Blue Shield. 
 
If switching between insurances, you must first cancel your current insurance by completing their form, and 
then enroll in your new insurance by completing your new insurance form. 
 
Any additions of a spouse and/or dependents must include the marriage and/or birth certificates. Failure to 
include the marriage and/or birth certificates will mean that addition will not be processed.  
 
 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 
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Flexible Spending Accounts – Medical and Dependent Care 
 
Every year, you must indicate your annual allocation towards your medical and dependent care Flexible 
Spending Account (FSA). The amount(s) you elected last year will not automatically roll over. 
 
The Town of Wellesley will automatically match up to $150 for individuals and $450 for families enrolling in a 
Benchmark medical plan with the Town. On the form, please indicate the amount that you wish to contribute 
towards the medical FSA. The Town will automatically match the amount up to $150/$450 and deposit it into 
your account. 
 
Example: If you are on a family benchmark plan and you elect on the form to contribute $300 towards the 
medical FSA, the Town will match the $300, giving you a total FSA amount of $600 on July 1st.  
 
Please also use the same form for dependent care Flexible Spending Accounts (FSA). This is primarily used to pay 
for expenses related to childcare. 
  
The amount you elected last year does not automatically roll over. You must indicate how much you wish to 
elect for the upcoming year. 
 
 
 

You must check one of the following 
 

 I wish to CONTINUE contributions towards the FSA(s) with the amounts indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



http://www.cpa125.com/
http://www.cpa125.com/
http://www.cpa125.com/


Dental Insurance – Altus Dental 
 
This year, the Town of Wellesley is switching dental insurance providers to Altus Dental.   
 
You will automatically be enrolled in the comparable high or low plan if you are currently enrolled in dental 
insurance under Blue Cross Blue Shield. You do not need to make any changes if you wish for your coverage 
from Blue Cross Blue Shield to roll over to Altus Dental 
 
 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 





EyeMed Vision 
 
Eyemed provides benefits for purchasing eyeglasses and contacts. Members can realize significant savings at 
some of the most popular retail stores, including LensCrafters, Target Optical and Glasses.com. 
 
 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 





Aflac – New $150,000 Life Insurance Option 
 
Aflac will be offering a brand new Group Term Life insurance product with a July 1, 2019 effective date. 
• Requires NO medical check-up 
• Allows employees to buy up to $150,000, guaranteed-issue (no health questions) 
• Employees can use their allowance 
• Affordable rates that fit most budgets 
• Convenient payroll deduction (premiums deducted right from your paycheck) 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This new life insurance program is separate and independent from what the Town currently offers. You can still 
keep the current life insurance product, which is currently $15.42 per month for $10,000 of life insurance. There 
will be no changes to the old life insurance program. We encourage all employees to compare the costs of the 
new program to what you are currently paying.  
 
 
 

You must check one of the following 
 

 I wish to ENROLL in this new policy 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 

 

 
 
 
 
 

Monthly Rates 

Age $10,000 $50,000 $150,000 

0 – 24 $.69 $3.45 $10.35 

25 – 29 $.81 $4.05 $12.15 

30 – 34 $1.16 $5.80 $17.40 

35 - 39 $1.27 $6.35 $19.05 

40 – 44 $1.39 $6.95 $20.85 

45 – 49 $2.20 $11.00 $33.00 

50 – 54 $3.24 $16.20 $48.60 

55 – 59 $6.13 $30.65 $91.95 

60 – 64 $9.37 $46.85 $140.55 

65 – 69 $18.16 $90.80 $272.40 

70 + $29.39 $146.95 $440.85 



Aflac – Basic Life Insurance $10,000 
 
This life insurance policy has traditionally been offered by the Town of Wellesley. The basic amount is $10,000. If 
you wish to cancel this policy, any additional life insurance above the $10,000 will be cancelled as well. If you 
don’t know if you have this life insurance policy, or how much, contact Human Resources. The FY 19 cost was 
$15.42 for $10,000 of coverage. If you wish to only cancel you supplemental life, contact Human Resources. 
 
 
 

You must check one of the following 
 

 I wish to CONTINUE in this new policy 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 
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Aflac – Accident, Critical Illness, Hospital Indemnity 
 
The following form should be used to enroll in, or make changes to the following Aflac insurance options: 
 
Accident: Benefits are paid directly to you if you suffer an accident like a broken bone, concussion, 

burn, need crutches or other accident related services. 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 

 
Critical Illness: Benefits are paid directly to you if you are diagnosed with a critical illness, such as 

cancer, stroke or a heart attack. 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 

 
Hospital Indemnity: Benefits are paid directly to you if you are admitted or confined to a hospital. 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 









Long Term Disability 
 
The Town of Wellesley purchases the initial long-term disability plan for all benefit eligible employees. This plan 
covers 40% of your monthly base pay to a maximum of $1,250. 
 
Employees have the option to “buy up” to 60% of their monthly base pay to a maximum benefit of $2,500 per 
month or $6,000 per month, depending on your salary. The employee would pay the difference in the cost to 
“buy up” from the 40% plan to the 60% plan. 
 
Rates are dependent on your specific annual income. Please contact Human Resources for your rate. 
 
 
 

You must check one of the following 
 

 I wish to CONTINUE with my current election and make no changes 

 

 I wish to MAKE CHANGES to my current election as indicated on the form 

 

 I wish to WAIVE this coverage 

 
 
__________________________________________________________________________________ 

Signature       Date 
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ATTACH MARRIAGE AND/OR BIRTH CERTIFICATES TO THIS PAGE 
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